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this, rapidly increasing paralysis of the muscles of his arms, which soon 
made : t impossiL! >. to work. More careful investigation proved that he had 
■been growing weak in his left arm for at least two years, and that his right 
arm for the past year had been causing him constant pain and weakness in 
the region of the shoulder. Examination showed that he had marked 
atrophy of the muscles of the shoulder and arm, a loss of faradic reaction, 
especially marked over the right deltoid, pectoralis major, and the exten¬ 
sors and flexors of the right arm, with weakness of the left deltoid, and 
absolute paralysis of the left ulnar group of muscles. There was also a 
reduction of galvanic reaction, rather than a definite reaction of degenera¬ 
tion. There were fibrillary twitchings. Sensation was normal to touch, 
pin-prick, heat and cold. After two months’ treatment, the weakness of 
the muscles of both arms, shoulders and hands increased so that 
he became helpless. The knee jerks became increased, and a definite 
Babinski reflex was present. Pain in the arms and shoulders was present 
at times. 

The original diagnosis was progressive muscular atrophy, of spinal 
origin. The old ulnar paralysis was an independent lesion, and was due 
to a cut. The case had advanced while under observation, until now a 
diagnosis of amyotrophic lateral sclerosis was possible. It indicated the 
progression of cases of chronic or progressive anterior poliomyelitis, with 
involvement of the pyramidal tracts, the process descending the 
cord instead of ascending. It also indicated that amyotrophic lateral 
sclerosis was simply a stage in progressive muscular atrophy. _ 

The shock of electricity hastened, but did not cause the disease. The 
real cause was to be looked for in the syphilitic or lead poisoning, or both. 

Dr. Terriberry thought the case was possibly one of lead infection. 


PHILADELPHIA NEUROLOGICAL SOCIETY. 

December 18, 1905. 

The President, Du. Joseph Sailer, in the Chair. 

Dr. Clifford B. Farr exhibited, by invitation, a case of bilateral cervical 
rib, with symptoms of pressure on the left brachial plexus. 

Dr. M. H. Boohroch reported a case of apoplexy, with convulsions 
confined to the non-paralyzed side. 

Dr. C. D. Camp read, for himself and Dr. C. W. Burr, a paper on 
“Multiple Sarcomata of the Brain and Cord.” 

Note on the Occurrence of the Gordon Reflex in a Case of Localised 
Pachymeningitis Hemorrhagica. —Dr. Dercum detailed briefly the follow¬ 
ing case: J. P. Age thirty-five. Suffered from frontal headache and 
marked somnolence. In the course of four or five days a transient ptosis 
of the right eyelid and dilatation of the right pupil made their appearance. 
At the same time it was observed that the left knee jerk was exaggerated, 
and that a distinct Babinski sign could be elicited upon the same side. 
The Babinski sign, though present, was not typical. On the other hand, the 
Gordon reflex, which was elicited by deep pressure made over the gastroc¬ 
nemius at its passage into the tendon, was not only present, but was very 
pronounced. It was elicited with very great readiness. The patient 
not improving, but becoming more somnolent and stuporous, an operation 
was decided upon, a large osteoplastic flap being made over the right 
frontal region by Dr. W. W. Keen. As soon as the skull was opened, a 
large quantity of cerebrospinal fluid, 'containing some clots, escaped. 
Drainage having been established, the flap was replaced. On coming out 
of the anesthetic, the patient was conscious with complete lucidity and 
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disappearance of headache. The exaggerated knee jerk on the left side 
had also disappeared, as had likewise the Babinski sign and the Gordon 
reflex. 

For five days after the operation the patient progressed favorably. He 
then, however, again became somnolent, together with a prompt return of 
the Gordon and Babinski signs and a plus knee jerk upon the left side. 
De Keen decided not to re-open the old flap, but to make a trephine open¬ 
ing upon the opposite side, which was done with a negative result. The 
patient died a few days later, death being preceded by several left-sided 
convulsive seizures. 

An autopsy revealed a large hemorrhage which had taken place on the 
right side between the dura and the bone in the osteoplastic flap, besides 
a second hemorrhage into the substance of the dura, separating it into its 
two anatomical layers. 

The fact that the Gordon sign was so pronounced, the fact that it could 
be elicited with sudh ease provided pressure was made over the proper 
place, and the very evident relation which it bore to the lesion on the 
opposite hemisphere coming and going, so to speak, with the exudation and 
hemorrhage, are most interesting. It certainly seems to give the Gordon 
reflex a distinct semeiological value. 

.Dr. Weisenburg criticized Dr. 'Gordon’s method in obtaining Oppen- 
faeim’s reflex. According to Oppenheim, deep pressure should be made 
along the side of the tibia in a most energetic manner, whereas Dr. Gordon 
only gently stroked this part. Dr. Weisenburg did not believe that the 
extensor response of the large toe, as obtained by Dr. Gordon, was dif¬ 
ferent from that obtained by Babinski or Oppenheim. It is well known 
that any involvement of the pyramidal tracts, due to a central or spinal 
lesion, will cause a loss of some power in the flexors of the toes. Such 
patients, when walking or moving their limbs, will constantly have an 
extensor movement of the large toe, and sometimes of all the toes. In a 
case of excessive spasticity any voluntary movement of the lower limbs, or 
irritation of any portion of the skin or of the muscles of these limbs will 
cause an extension of the large toe, or a typical Babinski response. Any 
method employed to elicit the extensor response is of some value and 
should by all means be used, but no distinction should be claimed for any 
one method, the result of which after all gives similar results. 

In answer to Dr. Weisenburg’s criticism Dr. Gordon stated that it was 
his custom to test for the reflex with the hammer, but not having one 
with him at the time he had used his fingers instead, making deep pressure 
along the sides of the tibia. 


PHILADELPHIA NEUROLOGICAL SOCIETY. 

January 23, 1906. 

The President, Dr. Joseph Sailer, in the Chair. 

A Case of Double Facial Palsy of Cerebral Origin. —This was exhibited 
by Dr. Maier for Dr. Spiller. The patient, a man sixty-two years of age, 
had had two apoplectic attacks. His bilateral facial paralysis was of recent 
development. He could not close his eyelids or wrinkle his forehead well 
on either side, and had very little voluntary power in the lower distribution 
of the facial nerve on either side, but a little more on the right than on the 
left. Faradic irritation of the seventh nerve or of the muscles of this 
distribution gave prompt response on each side of the face. The left 
upper limb was completely paralyzed. The biceps and triceps reflexes were 
exaggerated on the left side and were prompt on the right side. The left 



